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questions of legal and regulatory matters, transfer policies, and reimbursement. The committee found these issues of sufficient significance to the successful development of EMS-C in EMS systems that it formally recommended that state EMS-C agencies (proposed in Chapter 8) address categorization and regionalization for EMS-C.
NOTES
1.  Information on physician offices in general is no more encouraging. For instance, a study in Dallas found that 25 percent of offices administering aerosols or epinephrine for asthma or allergic episodes did not have oxygen available, and nearly 20 percent of offices administering parenteral anticonvulsants did not have oxygen or bag-valve-mask capability (Barth et al., 1989).   A survey of Michigan physicians (mainly those in family practice and secondarily in pediatrics) determined that only 11 percent had adequate equipment to manage common office emergencies such as chest pain and dyspnea, seizures, syncope, anaphylaxis, and behavioral emergencies (Kobernick, 1986).
2.  The discussion about protocols for dispatchers is oriented toward EMS personnel. Brodsky (1990), however, calls attention to the problem of calls concerning fatal road accidents being directed first, or simultaneously, to police. Such practices result in delay before EMS services, such as an ambulance, are dispatched; in perhaps 15 percent of fatal accidents, a communications officer has made the wrong decision by failing to notify an EMS program immediately. Some experts thus apparently believe that EMS dispatchers should be notified of all road accidents and have the responsibility of deciding whether ambulance rescue should be attempted based on the description of the crash.  Such a policy might benefit from protocols for communications personnel and dispatchers that have been developed on the basis of information about the characteristics of road accidents and injuries in various geographic locales.
3.  Dispatcher-delivered instruction in CPR by telephone has been proposed for at least 20 years as one approach for helping family members or bystanders cope with a victim of cardiac arrest.  Although its utility has been demonstrated for adult patients (Kellermann et al., 1989), little if anything is known about such approaches when the patients are children.   Dispatcher assistance to callers in situations involving airway emergencies and ingeslions also warrants examination. Issues of telephone assistance, advice, and communication are taken up in Chapter 6.
4.  "Emergent" and "most urgent" are not equivalent concepts in ED triage.   Emergent requires the highest priority of care, for conditions that are life-threatening or will cause serious permanent physical impairment if not treated immediately; urgent cases may require rapid response (e.g., within 30 to 120 minutes) but not the highest priority interventions.
5.  As noted elsewhere, this committee did not address questions of perinatal or neonatal emergencies.  Generally, the same points concerning the utility of good guidelines and protocols will be true for those problems and settings.
6.  The AMA (1990, p. 880) classifies pediatric emergency care facilities in three levels. Level I:  "An institution capable of providing comprehensive, specialized pediatric care to any acutely ill or injured child.   Usually a children's hospital or a large general hospital with a pediatric division providing comprehensive subspecialty pediatric medical and surgical services."   Level II:   "A hospital with a pediatric service capable of caring for the majority of pediatric patients, but with limited pediatric critical care and subspecialty expertise."   Level III: "A hospital with a functioning Emergency Department capable of evaluation, stabilization, and transfer of seriously ill and injured pediatric patients.  Such facilities should have formalized transfer agreements to higher levels of pediatric care. They should provide a vital service